MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH |~ .. @I63=049080.
ORPAMTMEMT OF PUBLIC HMEALTH ANMD WEL
DO NOT WRITE ReglstrahonTDmncr Ne. __az__%__,‘{_ ,,,,, Primary Registratian District No!oﬂ Registrar's No ,Z { STATE FILE [dlﬂ\ABER

ON THIS STUB amenoen | e e e ol D o

I. PLACE OF DEATH 2. USUAL lESIDENCE (Where deceased lived. If Institution: Residance before
a. COUNTY STATE  COUNTY e
Randelph : Miss Ourf' o Mornros admissian)

k. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b ¢, CITY Insicte Limits

TowN - Moberly 2 Weaeka TowN Madison Yes TIXNo O

<. L%EP?ITAATEO%JF (If NOT in hospifal, give locstion} Intide Limirg d. STREET {if cutside, giva location) Reside an Farm

wstotion 112 Shumate Ya X No () ADDRESS 210 W, Cooper Yes [1 No [

VS 300
Rev. 4/59

kL7

DATE AMENDED

3. NAME OF DECEASED Firyy Middle Last 4, DATE Month Day Year

(Type or print . OF
EVA LENA MEALS DEATH Dec. 15, 1882
5, SEX 4. COLOR OR RACE 7. Martied {1  Nover Marriad [] (8. DATE OF BIRTH | 9- AGE [lesr birthday) | IF UNDER | YEAR IF UNDER 24 HR
Female Wnite widowed O Dworeed O ) 2261 84T N e T R
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Cily and stale or country) | 12. CITIZEN OF WHAT COUNTRY
; t of ing life, it retired
BEREE W™ """ | Own Home Monroe Co,, Mo. U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 1. NAME OF HUSBAND OR WIFE
John Cole Virginie James -——

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NC. | 17. INFORMANT Address
"“NB or unknown] | (I yes, glve wat or dates of service)

———=- None Mrs E.S. Anderson Moberly, Mo,

18, CAMSE OF DEATH {Enter only one cause par Im- for {a). (b), and [c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B SET AND DEATH

ITMMEDIATE CAUSE (a) q ’A" /¢é3
/ . p > - i

DOCUMENT

Conditians, if any, DUE TO (b)
which gove rise to
above cause {a).
stating the under-
lying cause last. DUE TO {c)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART LI, If deceased a3 female  was
disease condition given in PART | (a} there a pmgm;y in last 50 days

r[:] Yes l Ij,No | O Unknown

ri
19. WAS ALTOPSY ¥ 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter netwre of injury in PART | or PART I1 of item 18.)
PERFORMED? ] O u]
YES 1 NO

20c. TIME OF Hou Month, Day, Year |
INJURY am,
pm.

20d. INJURY QCCURRED - 20e. PLACE OF INJURY {e.g., in or sbout home, | 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [] A .y

21. | attended the deceased lrom_w. : nd lasr sawhuhvu nn_M ,41’ li zz

Death occurred ot H OO - abave, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE [Degree or title) 2%, AWRE
g : 7" A ?/,Z/t-  feed s 1o fe r/'/,
Z3a, BURIAL, CREMATION, | 23b. DATE | 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (JAty, town, or nry

BEATAT*™ | 12.17-63 |Sunset Hill Cem. - Madison,

24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26, R "5 SIGNATUGE

Thompson-Mackler Madison, Mo. Bup./g-/ 763

[Licensad Embalmer's Statement an Reverse Side]
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MEDICAL CERTIFICATICN

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NQ.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whase name is recorded on the reverse side of this certificate was embalmed by me,

-

or by S . _ - -, Student Embalmer No.

working under my personal supervision,

Student " Signed Q— W—v‘g\ E i% OJQ_AQ-M
Signature of Student Embatmer
L:censed Embalmer No. C/\{? /

oy T . - P O Address

s .
A U o ¥ s

) “F 2 f .
Note: The ebove MUST BE SIGNED BY THE LICENSED EMBALMER in™ his OWN" HANDWRITING (Failure to comply
wnh the above* consmures grounds for revocanon of license). . ’ . .
‘\\ - If embalmed by‘a STUDENT he’ also‘shall sign in his OWN handyvrmng .,_‘ ;3 v

b If this body is'not ernbalmed fact should be so stated above.. i
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